MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63017672

DEPARTMENT OF PUBLIC MEALTH AND WELFARE

: Reqistration District No 3—1—8—" 1-00-3 4'714 STATE FILE NUMBER
DO NOT WRITE egistration District No. o rimary Registration District No. __ Registrar's No. ____ 2. & _

ON THIS STUB AMENDED AL

1. PLACE O 9 1963 ‘ _ 2, USUAL RESIDENCE (thra decessed lived. {F institution: Residence before

a. COUNTY a. STATE D ] j nois b, COUNTY Marion admission)
b. CITY (If cutside carporate limits, give TOWNSHIP only) tength of stay in 1b c. CITY Inside Limits
R OR
TOWN St.Louds TOWN Alma Yes X1 Ne DD
<. FULL NAME OF (If NOT in hospital, give locati (nsida Limis d. STREET " ide, give locati Resi
FULLINAME O give location) na imits : ADDREESS (F cuhi give location) eside on Ferm

wstutioN  Ste.John's Hospital JreXNaD . —_— Yes (1 Noffl

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) - =, 3 174
William-  Courtney Green peat  Aprdl 27, 1963
o 4. COLOR OR RACE | 7, MamiadyX Never Married [J |8, DATE OF BIRTH | 5. AGE Uiss birthday) | IF UNDER 1 YEAR IF UNDER 34 AR

Made White Widowed [ Divorced [J 5 /9 /18914 68 WT

10s. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF:BUSINESS OR INDUSTRY| BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
POATEry wiregy et | _ J efferson County, I1l. U.S.he
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bluford Green Gertrude Poole 7ella

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT . Address
, no, k; ([ 1} dat H N . .
i oo o vninewn | HOgpg Ay wer or dvier of wervd William Green, Sandusky, Chio.

O

V§ 300
Rev. 4/59

ATE AMENDED

B

LE -
0

:

Ol | N>
|

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART. |. DEATH WAS CAUSED 8Y:

ONSET AND DEATH
LMMEDIATE CAUSE (a) L \4 [aaTa \A\ND AN Covan OQ\ AT e..gjc( L\ AAALD WA t

—
o

DOCUMENT

Conditions, if eny, DUE TQ (b)
which gave rise o

above cause (4), ; z
stating the wndwer- - .. . 0 0’ /
lying cause last. DUE TQ (c)

PART Il. OTHER SIGNIFICANT COND!TIONS CONTRIBUTING TO DEATH but not releted to the terminal PART 1L If  dacesssd was _femsle was
diseass condition given in PART | {a} thare a pregnancy in last 90 days.

l[] Yes I O Ne [ J Unknown .

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMéCIDE "20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury ln_- PART | or PART |1 of item 18.)
PERFORMED? m} g

YES NO O

S TIME,OF  Hout  Month, Day, Year |
INJURY  a.m.
p.m.

. RED 30e. PLACE OF INJURY (.9, in of sbout home, | 20f. CITY, TOWN, OR LOCATICN COUNTY
2d wl-Jll[JLREYA?CVCJg%KED farm, factory, sireet, office bidg., efc.)
NOT WHILE AT WORK [

> - L= p— 3
2.1 ded the d 4 from “"'10- (-5 to. L\'_-l-‘ C'S and last uwﬁaliwnn ‘-t 2‘[
B 305 m m on the date stated above, and to-the best of my knowledge, from the causes stated.
7 22c. DATE S1IGNED

RE ree or title] 22b ADDEESS
s A, \QJM)"\ - ”\ h\‘bt \-l\mg&\f\t,s}-\\mq W63

Z3a. BURIAL, CREMATION, | 23b. DATE zac. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City? fown, ar colpty) {State)
EMOVAL (Specify)

Hemova L-30-63 Desoto Cemete

24. FUNERAL DIRECTOR . ADDRESS 25, DATE RECD, BY LOCAL REG.

Albert H.Hoppe,Inc.,L700 Washington Blwvdp APR

3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

f)enh occurred at

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is reoqrded on the reverse side of this -certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student.

Signature of Student Embalmer _

. B -I.‘icensed Embalmer No.._ 75/}—5—

T - E ": “ P. Q. Addressé r ?,z‘&y’iw

o et o,
i PR

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in._his OWN HANDWRITING (Failure to comply
with the above.constitutes grounds for revacation of license). | . .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed fact should be so stated above.
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